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17. | NVESTI GATI ON FI NDI NGS

For Public Release
| NCI DENT SUMVARY:

On 13 May 2022, an injury occurred on West Delta (WD) Block 74 “F", a production

pl atf orm owned and operated by Cox Qperating, L.L.C. (Cox). The Injured person (IP), a
| ead crane nechani c enpl oyed by Seatrax with over thirteen years of experience, and
Mechani ¢ Hel per (M) with over el even years of experience, were tasked with renoving
and replacing the boomtip on the platforms crane. As the IP struck a pin with a
hanmer to renove the boomtip, the pin flew out causing the boom sections to split and
fall. The boom s mid-section |anded on the IP's right leg, pinning his | eg between the
hamer handl e and grating. Once the boom section was lifted off the IP's leg, it was
reveal ed that the I P sustained a conmpound fracture and was | osing blood. First Aid was
given, and the IP was transported by helicopter to a |local hospital where further
treatnent was provided

SEQUENCE OF EVENTS:

On 2 May 2022, Seatrax Account Manager (who manages the Cox account) and the IP had a
t el ephone di scussi on goi ng over the procedures to exchange the boomtip on the Aero-
Gl5 crane at Wb 74 F. The IP and MH both stated that they had a full understanding on
how to safely conplete the boomtip changeout.

On 10 May 2022, the IP and WH travel ed offshore to the hub facility, WD 73 D

On 12 May 2022, the IP and MH changed out the four boom connector pins of the crane’'s
m d-section to heel section. The IP and MH both stated the pins were very difficult to
remove, having to repeatedly strike the pins with a sledgehanmer in order to drive the
pi ns out.

On 13 May 2022 (day of incident) at 0530 hours, the IP and WH woke up to begin their
wor kday. Bot h enpl oyees stated that had good night’'s sleep and were well rested that
day. They attended the norning safety neeting and ate breakfast.

At approxi mately 0715 hours, the MH drafted a Job Safety Analysis (JSA) and handed it
off to the IP. The JSA was then signed off by the IP without reading it. No di scussion
of the proper rigging of the md-section to bridle prior to renmoving the Seatrax

requi red boom connector safety pins was included in the JSA

At approxi mately 0900 hours, the two nechanics travel ed by boat fromW> 73 D (Hub) to
W 74 F to renmove and replace the boomtip on the platforms G 15 American Aero crane
They arrived to WD 74 F at approxi mately 0945 hours and briefly di scussed how t hey
were going to conplete the job task. At approximately 1000 hours, they |owered the
crane’s boomto renove the main bl ock, the aux block, and the anti-two bl ock Iines.
After breaking for lunch, they returned to work at approximately 1115 hours and the IP
| owered the crane’s boom down to the deck el evation, placing the boomtip section
approxi mately four feet above the platformdeck. Prior to rigging up the md-section
to the bridle, the IP struck the bottomright connector pin with a sl edgehamer and
with mnimal effort the pin came out on the second strike. Assum ng that the bottom
left pin would be nore difficult to renove due to it bearing all the weight, at around
1125 hours, the IP hit the pin once to see if it would budge. To the I P s surprise,
the pin was ejected on initial inpact, resulting in the boomfalling to the grating
and pinning the IPs | eg between the sl edgehamer and grating. The MH i medi ately

radi oed the Hub alerting of the incident and requested hel p. After comruni cati on was
made, the IWH used a nearby pallet jack to free the P s leg fromunder the boom Once
the I1Ps leg was freed from bei ng pi nned beneath the boom the MH noticed bl ood from
the I1Ps leg and applied a tourniquet with a 1 inch strap and breaker bar to slow the
bl ood | oss.
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At approximately 1135 hours, the nmedic arrived and began assessinéxyﬁgugﬂpdgﬁy%ﬁsgnd
observed the IP sitting dowmn with a broken |l eg. The nmedic cut away the IP's pant |eg
to better assess the injury and noticed the I P had sustained a conmpound fracture to
the right leg. A gauze bandage was applied to the open wound and a splint was applied
to stabilize the IP's foot in place.

At approximately 1142 hours, a helicopter that was in the area and contracted by Cox,
was directed to land at WD 74 F for nedical evacuation. The |IP and nmedi ¢ boarded the

hel i copter and proceeded to Terrebonne General Hospital after a quick stop at WD 73 D
for refueling. Flight tine fromplatformto hospital was approximately 30 mi nutes.

At 1305 hours, the helicopter | anded at Terrebonne General, and the IP was stabilized
and gi ven nedi cation by nedical staff.

BSEE | NVESTI GATI ON

On 13 May 2022 at approxinately 1240 hours, the Bureau of Safety and Environnental

Enf orcenment (BSEE) received notice of an incident requiring nedical evacuation that
occurred at WO 74 F involving a crane nechanic with a severe conpound fracture. A BSEE
Acci dent Investigator (Al) was assigned the incident, but unable to conduct an onsite
i nvestigation the day of the incident due to unfavorabl e weat her conditions for

flight.

On 14 May 2022, two BSEE inspectors arrived at WD 74 F to conduct an initial incident
foll owup. The inspectors gathered w tness statenents, the Job Safety Analysis (JSA

form crane inspection reports, the Cox incident report, and took photographs of the
area where the incident occurred to assist the Al in the investigation

On 18 May 2022, the BSEE Al contacted the hub platformand spoke with the Medic and MH
i nvolved with the incident to gather nore details in support of the investigation

On 2 June 2022, the Al obtained and reviewed the investigation report from Seatrax and
conpared the report to other docunents already acquired. Several factors were observed
that contributed to the incident. The JSA sequence did not cover rigging up of the
crane’s md-section to the bridle prior to renoving pins. Secondly, the Seatrax

requi red boom connecting safety pins were left at the hub. Finally, the JSA was
drafted by the WH and signed by the IP without reading it. The IP assuned that the M
had covered all the steps.

CONCLUSI ONS

A lack of comunication between the two mechanics contributed to the incident. The M
did not cover the proper steps in the JSA or nmention the use of the required Boom
Connector Safety Pins, and the IP failed to review the JSA and ensure the proper job
sequence and tools were used. According to the incident report provided by Seatrax,
bot h enpl oyees acknow edged that they know Seatrax’s JSA requirenments, yet they did
not conplete the process as required. The Boom Connector Safety Pins were left at WD
73 D and no attenpt to go back to retrieve thembefore starting the job was rmade. The
nmechani cs al so assunmed that the pins would not cone out as easy as they did on the day
of the incident due to taking nore effort the day prior while changing out another
section of the boom
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18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT:

: For Public Release
e Human Performance Error — Not follow ng proper procedures: JSA did not cover tﬁe

proper sequence for performng a boomtip changeout and failed to use the conpany
requi red Boom Connector Safety Pins.

e Human Performance Error — Inattention to task: Mechanics failed to follow proper
procedures and identify the hazards associated with changi ng out the boomtip.

19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT:

e Conmuni cation — No or inadequate job instructions provided: According to the
i nci dent report obtained by Seatrax, the Lead Mechanic/IP signed the JSA wi thout
reading it and having a discussion of the job scope with the M.

20. LI ST THE ADDI TI ONAL | NFORVATI ON:

21. PROPERTY DAMAGED: NATURE OF DAMACGE:

N A N A
ESTI MATED AMOUNT ( TOTAL) :

22. RECOMVENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

23. PGSSI BLE CCS VI OLATI ONS RELATED TO ACCI DENT: NO

24, SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE:

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
14- MAY- 2022 29. ACCI DENT | NVESTI GATI ON
PANEL FORVMED: NO

26. | NVESTI GATI ON TEAM NMVEMBERS:

Nat han Bradley / Derick Lewis /
Terrance Hayes / Brian W]l son /

OCS REPORT:

30. DI STRI CT SUPERVI SOR:

27. OPERATOR REPORT ON FI LE: Davi d Trocquet

APPROVED
DATE: 10- AUG- 2022
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